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UR NATION HAS BEEN BLESSED with freedoms
which most of the world cannot imagine.
As I viewed the small flags around our
county courthouse
and those displayed
by many of the businesses in town, I felt
a sense of gratitude
that ran deep. Very
deep. Age has a way
of causing one to
pause every once
in a while and to
be thankful for this
freedom we cherish and to honor
those who made it
possible.
Memorial Day
has a special significance to me for several reasons. The loss of young
men whose lives were taken by hardened insurgents
in a country poised on the brink of self-destruction
seems a heavy price to pay.
I passed a farm near home and remembered a boyhood friend who fell mortally wounded on the bloodsoaked beaches of Normandy in World War 11.

-A recent trip to Mississippi reminded me of
our own blemished history when brothers fought
brothers over differences fanned into the flames
of hatred by skilled orators. The battleground at
Vicksburg is now maintained as a beautiful park,
but it gained its notoriety from valiant soldiers
from both the North and South whose wasted
bodies covered the battlefield like debris washed
ashore from storms at sea.
Whether our memory fixes on the crosses in
Flander's Field, or the hulk of the Arizona enshrined in Pearl Harbor, or a simple gravestone
in a local cemetery, join me in using this somber
moment as a declaration that we will expend our
energy to see that those lives were not sacrificed
in vain.
The United States of America was founded upon
principles of freedom worth preserving. Whether
by the power of the ballot, or by die power offeree,
we all must be dues-paying citizens.
Perhaps each generation thinks their time in
history has the darkest hour. It matters not how
dark the night, nor how many crosses mark the
landscape, if we put our faith in something bigger
than us, then freedom will be ours.
FP
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Letter From the President

Dr. Northrup Selected for FAA Position
BY SHIELA D. GIBSON

BY DAVID BRYMAN, D.O., FCAMA

President, Civil Aviation Medical Association
Senior International Aviation Medical Examiner

FAA, Transport Canada, JAA, Australia

O

NE OF THE MOST important
board meetings in the past 20
years occurred at the CAMA
meeting in New Orleans last month. The
result of the meeting has given CAMA
a new Executive V.P. It is a pleasure to
welcome Dr. David Millett to this important position.
Dr. Bryman
Jim Harris has decided to retire after
a dedicated 17 years of service. Jim has been directly responsible for the success and survival of the Civil Aviation
Medical Association. He has been a major figure in civilian
aviation medicine and is well-respected by all. He will surely
be missed. We will dedicate the next CAMA meeting in San
Diego to Jim and invite all our members to attend.
CAMA was well-represented at AsMA this year and participated in several events.
The topic for this year's CAMA Sunday was "Overweight and Obese Airmen, Medical Considerations for an
International Epidemic." The program's speakers included
presenters from FAA, ICAO, CAA UK, Australia, JAA, and
Mayo Clinic. The attendees represented many countries
worldwide, and all shared in the interest of international civil
aviation medicine. CAMA will continue to present topics of
international interest at CAMA Sunday and look forward to
our next meeting with AsMA in Boston.
The CAMA luncheon was also well attended, and we
appreciated Dr. Michael Berry's presentation on the HIMS
program. CAMA members participated in several clinical
panels during the week at AsMA and will continue to do so
at future meetings.
The San Diego meeting will be a special meeting as it will
bring about some important changes in our leadership. Not
only will CAMA have a new executive V.P., Dr. Millett, but
we will also have a new president as Dr. Northrup assumes
the role in October. Our nominating committee will present the names of the board of trustees, as well as our next
president-elect at that time.
I have certainly enjoyed my time as president of CAMA
and look forward to working with our new administration
under the leadership of Dr. Northrup and Dr. Millett.
FP

Dr. Northrup, CAMA President-Elect, has accepted a position
with the Federal Aviation Administration as the Southern
Regional Flight Surgeon. The following is her biography.

D

R. SUSAN E. NORTHRUP, M.D., recently selected by
the Federal Air Surgeon as the Southern Regional
Flight Surgeon, was born in Dayton, Ohio, and graduated
from The Ohio State University in 1985 with a commission via the Air Force Reserve Officer Training Corps.
She graduated from The Ohio State University College of
Medicine in 1989.
She entered active duty at Moody AFB, Ga., and earned a
Masters of Public Health degree from the University of Texas
in 1994, the USAFSAM Residency in Aerospace Medicine in
1995, and the USAFSAM Occupational Medicine Residency
in 1996. She obtained the American Board of Preventive
Medicine's certification in both specialties.
A colonel in the U.S. Air Force Reserve, Dr. Northrup
has more than 600 hours of flying. Prior assignments
include Chief of Operational Medicine for the USAF at
Boiling AFB, Chief of Aerospace Medicine at Pope AFB,
N.C., and as Flight Surgeon for the 69th Fighter Squadron, Moody AFB, Ga., during and after Desert Storm. She
transitioned to the USAF Reserve in 2001 as the Reserve
Consultant for the HQARFC/SGP.
Her civilian position until 2005 was as Delta Air Lines'
regional medical director for aircrew and passenger health
services. Since 2005 she performed Reserve duties as the
Chief, Reserve Consultant to the Chief of Clinical Services,
Air Force Reserve Command, and the Chief of the Reserve
Line of Duty Board.
Active in professional organizations, Dr. Northrup is a
Fellow of the AsMA, co-chairs their scientific program and
registration committees, and a member of several other
committees. She is the president-elect of the Civil Aviation
Medical Association and editor of this newsletter. She has
been elected to the American Board of Preventive Medicine as one of the three aerospace medicine members.
In addition, she is a member of the International Academy of Air and Space Medicine, the Society of United States
Air Force Flight Surgeons, the Reserve Flight Surgeons
Association, the Airline Medical Directors Association,
the American Medical Association, the American College
of Preventive Medicine, the American Legion, and the
Reserve Officer Association.
The information for this article was prepared by Shiela D.
Gibson, Southern Region Medical Division, and was reprinted
(with permission) from the Federal Air Surgeon's Medical
Bulletin, Vol. 45, No. 2.
FP
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Editor's Notes
BY SUSAN NORTHRUP, M.D.
Senior Aviation Medical Examiner

F

IRST, LET ME thank everyone
who has stepped up and offered to help following my
last plea! I will be leaning on you. I
also appreciate everyone who sent in
articles (some of which are in this edition) and other items to publish. Your
help, and Jim Harris' keeping me on
track with deadlines, is invaluable!
It was great to see everyone in New
Orleans! We had a wonderful lunch
with a talk from Dr. Mike Berry, the
Federal Aviation Administration's
new manager of the Medical Specialties Division at Headquarters.
In addition, CAMA Sunday was a
hit, with outstanding lectures. Kudos
to Dave Bryman are in order!! We
are already planning CAMA Sunday
for Boston in 2008 with a clinical
medicine theme, possibly with the
management of recovering substance
dependant pilots. We are open to
suggestions for topics which would
interest our members. The Aerospace
Medicine Association's annual scientific meeting gives us unique access
to some of the world-renowned standards experts and scientists, who are
willing to come and speak to us!!
Our San Diego meeting is shaping
up very well, too! And we hope to see
you all there.
But, this wouldn't be my column
without a request! I would like to
have a file of photographs of members with pictures of airplanes and
permission to print them. I'd even
love some picture of unusual aircraft
we could print with a "what-is-this?"
sort of feature.
In the meantime, keep your
thoughts and ideas coming!
Keep 'em flying!!
Susan

CAMA Case of the Month
BY M. YOUNG STOKES, in, M.D.

M

ANY OTHER EXAMINERS have
undoubtedly had similar experiences. Several years ago, a good
personal friend, a surgeon, came to me
for his initial flight physical. He was a
nut about his health and worked out
frequently. He easily passed everything
tested in the exam except the color
vision test.
We were both surprised when he
could not pass the color blind test on
the Titmus Vision Tester. Next, we
tried the Ishihara plates in the book
of pseudoisochromatic plates. He
failed that test also. We even tried the
colored Yarn test, and he could not
match the colors there. He was still
very determined to fly, so he accepted
a Third-Class Medical Certificate with
the limitation of NOT VALID FOR
NIGHT FLYING OR BY COLOR
SIGNAL CONTROL. He finished
the written test for Private Pilot with a
very high score.
He was a good student and easily
completed training for a Private License
(except for night flight). When it came
time for his Private Pilot flight test or
check ride, he insisted on going (with
his instructor) to the GADO (now
FSDO) at Love Field in Dallas, Texas,
about eighty miles South.
The FAA examiner gave him a good
private pilot flight test, or check ride,
combined with a medical check ride.
To my surprise, he passed everything,
including the light gun tests. It required a SODA, but he was issued a
Medical Certificate with "Limitations
- NONE."
I learned from this that sometimes
a person cannot pass the tests in my
office but might be able to pass some
other way that I do not have. If anyone
now asks me if a colorblind person
can fly, I answer by saying definitely,
maybe.
FP
For additional information on FAA
vision standards, seepage 20. —Ed.
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Why Was My Medical Deferred to the FAA?
Preflighting Your Medical Certificate to Avoid Grounding:
An AME's Perspective
BY DAVID A. BRYMAN, D.O.
Senior Aviation Medical Examiner, FAA, JAA Transport Canada

A FULL-TIME senior Aviation Medical Examiner,
I'm always surprised by the
common feeling among pilots that
our job is to search for a reason not
to issue an FAA medical. Maybe if
I do one more test, I could find something wrong. Perhaps some obscure
psychological evaluation, or a really
challenging color vision test?
That kind of thinking is far from
the truth. In fact, it is always easier
for an AME to issue rather than
deny a medical. Generally, a pilot
is not issued an FAA medical at the
time of their exam because there is
a paperwork problem, rather than a
medical problem.
Common Problems Easily Fixed
There are conditions that come
up frequently that can be handled
very easily with one phone call to
the AME's office prior to the visit.
The pilot not having the correct
paperwork is the most common
reason for a deferral to the FAA.
For example, a pilot with high
blood pressure will need to have a
current status report by his doctor
that includes periodic blood pressure readings and a statement that
there are no side effects from the
medication or organ damage as a
result of the blood pressure. There
are a few more requirements if this
is the first time that hypertension is
reported (lab work and EKG).

Another example is a recent history of kidney stones. The airman
must prove by recent X-ray and
letter from their treating physician
that they are stone free (or in some
cases that the stone has not changed
position in the kidney). If documentation is provided at the time of the
exam, the AME can issue.
Also, a common situation is when
a pilot is being treated for asthma
with medication. At the first exam
that this is disclosed, there needs to
be a letter from the treating physician and a basic lung function test,
list of medications, and presence of
any side effects. If the information
is complete, the AME can issue a
medical in this case, also.
Complicated Problems
There are times that the airman may have a more complicated
problem that must be deferred to
the FAA for consideration. The
AME has no choice in these cases
but to consult with the FAA prior
to issuance.
"Quick-Cert" to the Rescue
However, the FAA has made
enormous progress in getting the
recurrent certification back in the
hands of the AME. This program
is called "Quick Cert" and basically
gives authority to the AME to continue issuing a medical (all classes)
as long as certain criteria are met

and there has been no change in the
medical condition.
The conditions that are considered for the quick cert program are:
migraine headache, atrial fibrillation, atrial tachycardia, prostate
cancer, sleep apnea, kidney stones,
arthritis, asthma, chronic leukemia,
colitis (ulcerative or Crohn's disease), diabetes on oral medication,
glaucoma, heart murmur, hepatitis
C, Hodgkin's lymphoma, hyperthyroidism, hypothyroidism, and
lymphoma.
After the FAA receives the appropriate information, the AME
is given an authorization letter to
issue the airman a time-limited
certificate. When the certificate is
about to expire, the pilot is usually
asked to supply some information
to renew the next medical.
The items needed to continue
certification will be spelled out in
detail in the letter. It may ask for a
PSA test, stress test, current status
report, and so on, depending on the
medical condition.
Pick up the Phone and Call
Most problems with the FAA
medical can be avoided with a quick
phone call to the AME. Just like a
good preflight on the airplane, it is
very important to do a preflight on
your medical certificate. There are
no secrets, and the information is
readily available.
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Civil Aviation Medical Association
SUSTAINING, CORPORATE, AND LIFE MEMBERS
The financial resources of individual member dues alone cannot sustain the Association's pursuit of its broad
goals and objectives. Its fifty-plus-year history is documented by innumerable contributions toward aviation
health and safety that have become a daily expectation by airline passengers worldwide. Support from private
and commercial sources is essential for CAMA to provide one of its most important functions: that of education. The following support CAMA through corporate and sustaining memberships:

Sustaining Members
James R. Almand, M.D.
Forrest M. Bird, M.D., Ph.D.
Jeffrey M. Bishop, M.D.
Stephen V.A. Blizzard, M.D.
Per-Johan Cappelen, M.D.
John R. Capurro, M.D.
A. Duane Catterson, M.D.

Halford R. Conwell, M.D.
Gary E. Crump, PA
Daniel M. Dietrich, M.D.
James N. Heins, M.D.
David P. Millett, M.D.
Hugh O'Neill, M.D.
Gordon L. Ritter, D.O.

Robert A. Stein, M.D.
Jan Stepanek, M.D.
M. Young Stokes III, M.D.
P. W. "Bill" Terrell, M.D.
James L. Tucker, M.D.
H. Stacy Vereen, M.D.
Rodney E.L. Williams, M.D.

Corporate Members
Banyan International Corp.
P. O. Box 1779
Abilene, TX 70604-1779
Continental Airlines
9900 Richmond Ave.
Houston, TX 77210-4807
Data Transformation Corp.
108-D Greentree Road
Turnerville, NJ 08012
Medaire, Inc.
1301 East McDowell Road, #204
Phoenix, AZ

Sanofi Aventis
Kathleen B. Briggs
300 Dogleg Drive
Williamsburg, VA 23188-7409
Stereo Optical Company
Chicago, IL 60641
800-344-9500
Percussion Aire Corp.
P.O. Box 817
Sandpoint, ID 83864-0817

Titmus Optical
3311 Corporate drive
Petersburg, VA 23805-9288
Rummel Eye Care, P.C.
1022 Willow Creek Road
Prescott,AZ 86301-1642
Harvey Watt & Co. Inc.
P.O. Box 20787
Atlanta, GA 30320

Life Members
Frank H. Austin, M.D.
Dottie Hildbrand Trembly, R.N.
Ernst J. Hollman, M.D.
Story Musgrave, M.D.
Thomas Nguyen, M.D.
Michael G. Nosko, M.D., Ph.D.

Michael A. Pimentel, D.O.
Robert M. Roeshman, M.D.
Mark S. Rubin, M.D.
Kazuhito Shimada, M.D.
Rodney D. Steward, M.D.

Salil C. Tiwari, M.D.
Lars Tjensvoll, M.D.
Harold N. Walgren, M.D.
Alex M. Wolbrink, M.D.
Robert L. Wick, M.D. (Deceased)

Thank you for supporting the Civil Aviation Medical Association
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'Reflections
'Aviation has been—and
still is—a significant
part of my life.'

By M. Young Stokes, III, M.D
A

S AN OCTOGENARIAN, it is obvi-

l—\s that there is much more
JL Ju:o reflect on from the past
than to anticipate in the future. Aviation has been and still is a significant
part of my life.
My first airplane ride was at the
age of three years in a Ford Trimotor
with my father as one of the two pilots
at the controls. He, my father, had
been a pilot in World War I and was
a Founder Member of the Order of
Daedalians. He was one of only 800
US pilots who were given a medal
by the French for having flown in
defense of France. His interest continued until his death at age 94 years.
In the early 1930s, my father was
stationed in the San Antonio, Texas,
area and had to travel a lot setting up
CCC Camps. (For you youngsters,
that was the Civilian Conservation
Corps.) Dad owned a big 1929
Packard, build just before the Great
Depression. It had an extra tire and
wheel in each front fender in the
fender wells and a "jump seat" in the
back. Mileage was poor, but he had
an extra 30 gallon gas tank welded
on to the "trunk rack." That made it
legal to buy extra gas at the Post Exchange, where there was NO TAX on
the gas. Gas sold for $0.04 (4 cents)
per gallon.

of a former

President

As a child, I built model airplanes
and read all the aviation magazines I
could get my hands on. At age fifteen
years, I was very fortunate to begin
flying lessons. At sixteen, I earned
my first license, which was a threefold with a photo in the center. It
indicated authorization to fly aircraft
from 0 to 550 horsepower. There was
no mention of single or multiengine.
No mention of land or sea.
As I was still too young to enter
military service, I joined and became
very active in the Civil Air Patrol. In
this capacity, I was privileged to fly
submarine patrol over the Gulf of
Mexico. We flew out of Beaumont
and Corpus Christi, Texas. We flew
an awesome group of aircraft, including Pipers, Aeroncas, Taylorcrafts,
Monocoupes, and a few I cannot even
remember. At that time, almost all
able-bodied men were in the military
service, so our mechanics and managers were mostly 4-F's or elderly.
About ten years ago, I flew my
Aztec over some of the same areas.
It frightened me to think of flying as
a teenager over water and out of the
sight of land in poorly maintained
single-engine planes with little or no
radio. Scary now, but as a teenager, it
was "Hey, great. Someone else is paying for it." Of course, it was cheaper
then. A single-engine, two-place
trainer plane rented for $3-00 per
hour, wet. Instructors cost another
$ 1.00 per hour. Of course, the dollars
were very scarce.

The first side-by-side plane I flew
was an Aeronca Chief. The first with
tricycle gear was a grossly underpowered 65 HP Ercoupe, with a gliding
angle like a rock. By the time I was
old enough to join the Army (there
was no Air Force back then), I had
accumulated about 1000 hours of
pilot-in-command time. On my
Army enlistment physical, I was told
that I could not see well enough to fly,
so I was assigned to ground units.
Near the end of my WWII service,
I was on duty occupying Korea. No
one back home had ever even heard
of Korea then. The closest thing to
flying I experienced there was in a
clumsy and heavy wooden glider
flown briefly from the bridge over
the Han River in Seoul, Korea. On
weekends, I often went up to the
38th parallel to play chess with the
Russians. They were very good and
usually beat me.
After my military service, I returned to Texas. I remained active in
the Army Reserve but concentrated
on my education. My flying interest
was interrupted partly by studies but
more by the lack of funds. In 1946, a
man offered to sell me an aircraft with
an extra engine for $1,500. I did not
have it and could not get it. Even if I
had bought the plane, I would never
have been able to afford to insure
it or to hanger it and maintain it.
By the way, that plane was a P-51D
Mustang, and it would probably be
worth a million dollars now.
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After Medical School, I moved to
the Northwest corner of Ohio and
flew a little in Ohio, Indiana, and
Michigan.
In 1969, I moved back to North
Texas. I was then able to fly more

My wife, Betty, took flying
lessons, but she quit after three
or four hours and said the flying
would be left to me.
and maintain currency and earned
several more ratings. My wife, Betty,
took flying lessons, but she quit after
three or four hours and said the flying
would be left to me.
In 1970, I attended my first Civil
Aviation Medical Association meeting
in New Orleans. Masters and Johnson
were making their presentation on
sexuality. At that time, I applied and
was designated as an Aviation Medical
Examiner.
The following year, I attended
the CAMA meeting in Guadalajara,
Mexico, staying on the mountainside
in El Tapitia. About that same time
Perrin Air Force Base near my home
was closed and given to the county,
becoming Grayson County Airport.
This is probably one of the very few
county airports in the US with parallel 9,000-foot runways.
Sam Turner moved his Fixed Base
Operation from Durant, Okla., to
Grayson County Airport as Grayson
Flying Service. Some of the students
in the Aviation Degree program at
Southeastern Oklahoma State University in Durant came down to fly
with us. It was only twenty miles.
About a year later, Sam Turner
died, and I was one of five people who

bought the FBO. Several years later,
I sold my interest to the chief pilot,
Don Booth. I consider Don as my
closest friend, and in many ways he
is closer to me than either of my two
sons. Don and I have flown together
for more than 30 years. Each of the
last six planes I have owned would
be worth more now than when I
sold them.
Several years ago, Don was not
available and I asked another instructor to check me out in a Skyhawk. He
hesitated and said, "Doc, you own
that Skyhawk." I answered that I had
not flown it recently and wanted to
check out on some cross-wind landings. He countered with "Doc, you've
been teaching cross-wind landings in
the Aztec and Cessna 310."

After practicing general medicine
for fifty years, I felt entitled to
slowdown.

I said I just wanted him to humor
me.
We flew about an hour, and on
landing he asked what this was all
about. I admitted that I was planning
to go to Hawaii the next week, and
I wanted to fly around the islands
taking pictures. I had already phoned
three FBOs in Hawaii and the only
plane I could rent would be a Skyhawk. I checked my log book and it
had been more than five years since I
had flown any single-engine plane.
It worked out well, and I rented
a Skyhawk in Hawaii and took the
pictures I wanted. Don sold the
FBO about five years ago to a retiring American Airlines pilot, whose
wife is Jeana Yeager of the Voyager

flight. The FBO name was changed
to Voyager Air Service. Unfortunately,
with many problems involving politics, the airport board, lawyers, and
a very aggressive airport manager,
the FBO is now closed. Rumors are
that plans are to let a company from
Florida start jet training there for
military pilots from other countries.
That is what was happening at Perrin AFB just before it closed. Two
large Russian tankers are already on
the field.
After practicing general medicine
for fifty years, I felt entitled to slow
down. My practice is now limited to
aviation medical exams, mostly for
people I had examined several times
before. These are all by appointment,
so if I want to take off for a week, I
just don't schedule anything. I would
not make enough money in this type
of practice to cover all my living expenses. I still believe this is offering a
needed service in an area where there
is no other Senior AME. I think it is
better to do some of these exams than
to stay home and rust.
At present, I am the only living
person who has been President of
CAMA and also President of the
Flying Physician's Association. This
is not to slight Bob Wick, who was
also President of both of these organizations before his death several
years ago. I lost my medical after
one stroke, two Mis, four stems, and
now with my second pacemaker and
anticoagulants.
I still have my Aztec, but I cannot fly it unless I have a qualified
pilot with me. The health problems
and age have slowed me down, but I
hope to continue actively working in
CAMA and taking many pictures.
FP
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Alcohol, the Pilot, and the FAA
The FAA does not consider a person to be an alcohol abuser with
one DUI but can automatically revoke, suspend, or deny a medical
certificate for two or more DUIs within a three-year period
BY PETRA ILLIG, M.D.

T

HERE IS SOME EVIDENCE that
a moderate intake of alcohol
offers some health benefits,
although it is also a well-established
fact that too much of a good thing,
or a good thing at a bad time can be
quite dangerous. Alcohol is a major
factor in motor vehicle deaths, and
still is a significant causative factor in
aviation deaths.
There are two Federal Aviation
Regulations that are important to
know when it comes to drinking and
flying. Most pilots are aware of the
"8-hour" rule, that is, 8 hours from
bottle-to-throttle, although many
airlines have a more stringent 12hour time limit. Most pilots do not
know about the 0.04% FAR, which
prohibits flying an aircraft with a
blood alcohol concentration (BAG)
of 0.04grams% [hereafter referred to
as a number%] or higher.
Let's talk a bit about the physiology of alcohol metabolism to understand these two different FARs,
and what they mean to the pilot.
The first one is quite clear. The FAA
prohibits the ingestion of any alcohol
within 8 hours of flying as a pilot
crew member, be it general or commercial aviation. For most of us who
are not heavy and regular drinkers, if
we follow the 8-hour rule, we would
assume that we should not generally
be busting the 0.04% rule. However,
because our bodies eliminate alcohol
at a constant rate, it is quite possible
to ingest enough alcohol, follow the
8-hour rule, and still be over the
0.04% limit. In comparison, most
states set this limit for driving under
the influence (DUI) at a higher level,
generally about 0.08%.

The BAG at any given time depends mostly on the size (and to a
lesser degree the sex) of the person,
the amount ingested, and the amount
of time passed since ingestion. It
has nothing to do with the alcohol
experience of the person, although
habituation certainly leads to tolerance, meaning that higher BACs can
be tolerated by the individual.
Pure alcohol is metabolized at a
rate of about 0.015 grams % per hour.
The concentration of a unit of ingested alcohol in a person depends on the
size of that person, but the hourly rate
of elimination is the same, regardless
of the individual's size. Since a standard serving of any alcoholic beverage
contains roughly the same amount of
alcohol, the following formula can be
used to approximate the BAG at any
given time:
(Body weight per drink x number
of drinks) — (elimination rate x number of hours since last drink)
To make this calculation, the following table shows the figures for the
first variable (Body weight per drink)
in the formula, for three different
sizes of individuals:
•0.04% per drink @110#
•0.03% per drink @155#
• 0.02% per drink @200#
To illustrate how this is calculated,
let's take the middle person who
weighs 155 pounds. Immediately
after consumption, a standard alcoholic beverage would result in a BAG
of 0.03%. If that person consumed
6 drinks rather quickly, 8 hours later
his BAG could be estimated by plugging in the numbers and doing the
arithmetic like this:

(0.03 x 6) - (0.015 x 8) = 0.06%
Note that this exceeds the 0.04%
rule!
From this discussion, it is easy to
figure out that one could still be legally intoxicated even while complying
with the 8-hour rule. Furthermore,
there are important issues pertaining
to alcohol abuse and alcoholism as it
relates not only to flying but to one's
general health.
While many of us have had occasion to overindulge and have suffered
the unpleasant, but rather short-term
consequences of that behavior—that
is quite different from what is considered alcoholism. There are a variety
of definitions of this disease, but
they all generally contain these two
important elements: that the need to
drink becomes harmful to one's relationships and adversely affects one's
activities of daily living, such as job
performance. This frequently comes
to light with behavior such as family
quarrels, loss of reliability at work,
and an accumulation of DUIs.
Since so much of one's time and
emotional energy is spent on working
toward getting that next drink, the
alcoholic's judgment is impaired even
when sober. Additionally, chronic
alcoholism injures not only liver and
heart tissue but adversely affects the
brain, and can therefore cause permanent cognitive impairment, even long
after sobriety is obtained.
Since it is not common for alcoholic pilots to self-report their problem to society, the FAA has two further regulations that are intended to
identify pilots with potential alcohol
problems. One rule requires a pilot
found guilty of a DUI to report this
to the FAA Civil Aviation Security
within 60 days of this action. The
other one is a mandatory report of
DUI on their next airman medical
Continued on page 12

FLIGHT PHYSICIAN

June 2007

STEREO OPTICAL, A TRUSTED NAME
IION SCREENING FOR OVER 50 YEARS.
OPTEC? 2000/2500 VISION TESTER FEATURES
Forehead Rest Pressure Bar
Ensures proper patient position.
(Includes disposable forehead tissues.)

Controlled lighting

Lightweight, Portable

For the most accurate
color vision testing
available.

Built in handle for easy
transport.

Access Doors
f For easy patient/instructor
! interaction.

Peripheral Test (Optional)

Near/Far Point Indicators

Test vision on a horizontal
plane. Stimuli at 85, 70,
and 55 degrees temporal
and nasal.

Illuminates at proper position
to verify test selection.

Distance/Mear Lens Systems
Two separate testing ports
for accurate distance and near testing.
Test at 32 inches for

Tilt Act.ivator

Intermediate testing.*

Height adjustable to
accommodate all patients.

SLIDE # 1
SLIDE # 2**
SLIDE # 3**
SLIDE # 4**
SLIDE # S**
SLIDE # 6**
SLIDE # 7
SLIDE # 8
SLIDE # 9
SLIDE #10
SLIDE #11
SLIDE #12

Peripheral Test Slide
Distance Letter Acuity Monocular/Binocular (20/200-20/20)
Pseudoisochromatic Color Perception
Near Letter Acuity Monocular/Binocular (20/100-20/20)
Lateral Phoria (1 Diopter Increments)
Vertical Phoria (1/2 Diopter Increments)
Stereo Depth Perception (400-20 Seconds of Arc)
Fusion
Distance Tumbling "E" Acuity Monocular/Binocular (20/200-20/20)
Tumbling "E" Color Perception
Muscle Balance (Combination Lateral & Vertical Phoria)
Distance Allen Test (20/100-20/30)
* This is a requirement for all airmen over the age of 50.
** These tests are required for F.A.A. vision exam.

Opt«c t» a registered trademark of Stereo Optical Co., Inc., Chicago, IL
Optec 2500 Vision Tester is manufactured under U.S. Patent #4,452,515.
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FAA Medical Specialties Division Manager Selected
BY R. MARK ADAMS

M

ICHAEL A. BERRY, M.D., is the
new manager of the Medical
Specialties Division in the Office of
Aerospace Medicine. He began his
position in the Federal Aviation Administration headquarters office on
November 1,2006.
Dr. Berry is responsible for developing aerospace medicine policies and
procedures, administering the medical
appellate process, providing oversight
of employee drug and alcohol testing, managing and administering
psychiatric and medical review officer
functions, and providing aerospace
medicine expertise and advice to the
Federal Air Surgeon.

A widely known and highly respected physician with more than
30 years of professional experience
in aerospace medicine, Dr. Berry
gained this experience practicing as
a flight surgeon in the United States
Air Force (USAF), with the National
Aeronautics and Space Administration (NASA), and as an FAA senior
aviation medical examiner in private
clinical practice. Dr. Berry was also
a designated Civil Aviation Medical
Examiner for Canada and is boardcertified in aerospace medicine. He
is a distinguished speaker and has
authored many aerospace medicine
publications, including peer reviewed

journal articles and chapters in textbooks.
His professional career began with
service in the USAF from 1971 to
1976. Next, he was the Chief of Flight
Medicine at the NASA Johnson Space
Center in Houston, Texas, from 1978
to 1981. He was a partner and vicepresident of Preventive and Aerospace
Medicine Consultants (PAMC) from
1982 until his appointment with the
FAA. At PAMC, Dr. Berry gave airmen medical certification examinations to a large pilot patient base and
was a consultant to NASA, Krug Life
Sciences, Delta Airlines, Southwest
Continued on page 17

This article was reprinted (with permission) courtesy of the Federal Air Surgeons Medical Bulletin, Vol. 45, No. 2. Mr. Adams manages
the Program Management Division at FAA Headquarters in Washington, D. C.
ALCOHOL from page 8

examination. It should be noted that
when a pilot signs this document,
not only is he/she certifying truthfulness, but is also authorizing the
FAA to compare these statements
with the National Driver Registry for
verification. It should be emphasized
here that the FAA does not consider
a person to be an alcohol abuser with
one DUI. However, the FAA can
automatically revoke, suspend, or
deny a medical certificate if there
have been two or more DUIs within
a three-year period.
It should be obvious that it is by
far more important to honestly document even one DUI action, as hiding
it would only increase the suspicion
of alcohol abuse. Furthermore, any
falsification of information on the
FAA Form 8500 (the airman medical
examination form) can subject an individual to criminal penalties of a fine
up to $250,000 or imprisonment for
not more than five years, or both.

In the general aviation world, the
FAA will consider granting a Class-Ill
or even a Class-II medical certificate
to a pilot that has successfully undergone alcohol treatment. This usually requires some sort of recognized
treatment center, either inpatient or
outpatient, depending on the circumstances, and strong evidence of sobriety for a period of two years. This can
include documentation of attendance
of AA meetings, letters from employers or other reputable individuals who
know the pilot well, or at best a letter
from the treating counselor indicating
successful treatment. The FAA takes a
more difficult stance with individuals
who relapse.
For professional Class-I pilots,
there is a special program developed
several years ago called HIMS, which
stands for Human Intervention and
Motivation Study. This is an extraordinary program that brings together
the FAA, Airline Pilots Association,

and the management sector of the
airline industry. It sets the rules for
bringing back successfully treated
alcoholic pilots to the cockpit and
requires strict adherence to a sobriety
program. In general, the pilot must
undergo a four-week inpatient treatment program and prove sobriety
through a rigorous process that includes regular Alcoholics Anonymous
meetings, involvement with a peer
group, regularly scheduled meetings
with their medical sponsor (usually
their AME), as well as a representative
from their airline, and regular urine
tests. These pilots can be returned to
the cockpit as soon as three months
if it is felt that they are successful, but
they must remain in the program for
monitoring for at least three years.
HIMS and other sobriety programs have been shown to be highly
successful, as pilots are usually highly
motivated to keep flying.
FP
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NEW MEMBERS
S. Addison Beeson, D.O.
3153 East 38th Street
Tulsa, OK 74105-3711
Phone:918-742-3377
Emergency Medicine
Pilot
Roger Bisson, M.D.
1350ITahoe Drive
Edmond, OK 73013-7671
Phone: 405-771-4995
Aviation Medicine
Paul L. Blanchard, M.D., M.S.
850 Dayspring Court
Trenton, OH 45067-9629
Phone: 513-988-5981
Internal Medicine
George J. Carley, Jr., D.O.
1943 Holland Avenue
Port Huron, MI 48060-1519
Phone:810-985-5700
Family Practice
Bill Curtis, M.D.
20302 Umber Oak
Humble, TX 77346-1377
Phone:281-812-0599
Emergency Medicine
Shashikant Daya, M.D.
839-New Hope Road
Fayetteville, GA 30214-3760
Phone:404-806-8181
Family Practice

AME

Khalil Mohammed Khalik, M.D.
P.O. Box 963014
Amman, Jordan
Phone:962-79-555-5781
Aviation Medicine
AME

AME

George Paul Shaw, Jr., M.D.
611 North Main Street
LaFayette, GA 30728-2241
Phone: 706-638-5300
Family Practice
Pilot

AME

AME

Willis M. Simmons, M.D.
19722 Lace Road
Chugiak, AK 99567
Phone:907-271-5431
Aviation Medicine
Pilot

AME

AME

Thomas E. Hatley, M.D., MPH
FAA/MMAC
6500 South MacArthur Blvd.
Phone:405-954-3711
Occupational Medicine Pilot
AME

All M. Rafai, M.D.
P.O. Box 4470
Zarka, Jordan
Phone: 962-79-555-5781
Aviation/Family Practice

AME

AME

David Huffman, M.D.
801 Shady Bluff Trail
Clarksville, TN 37043-5973
Phone: 931-245-8689
Occupational Medicine

AME

Carlos E. Staff, M.D.
P.O. Box 0831-00717
Panama, Panama
Phone: 507-225-3763
Aviation Medicine

AME

AME

Thomas J. Hess, M.D.
3255 South Tioga Way
Las Vegas. NE 89117-3254
Phone: 702-873-1937
Family Practice
Pilot

AME

Johnene Vardiman, Ph.D.
1112 Broadway Street
Denton,TX 76201-2710
Phone: 940-565-5048
Aviation Psych
Pilot

AME

David B. Wheat, M.D.
309A Morrison Drive
Clinton, MS 39056-5239
Phone: 601-924-1877
Family Practice

AME

AME

Christine D. De Vries, M.D.
KLM, P.O. Box 7770
Schiphol, The Netherlands
Phone: 3120-649-5793
Occupational Medicine

AME

James R. De You, M.D.
2032 North Utah Street
Arlington, VA 22207-2354
Phone: 202-493-5576
Aviation Medicine

AME

Timothy J. Doyle, D.O.
4006 Wellington, Suite 100
Greenville, TX 75401-7829
Phone:972-771-9081
Family Practice

Dennis Eugene Deakins, M.D.
Aviation Medicine of Oklahoma
63800 East 300 Road
Grove, OK 74344-78991
Phone: 918-786-4179
Preventive Medicine
Pilot
AME

Gaylen S. Johnson, M.D.
4759 Scrabble Road
Shepherdstown, WV 25443-4286
Phone: 301 263-5667
Aviation/Occupational Med.
AME

CAMA, the Civil Aviation Meical Association, Welcomes Our New Members to
the Growing Body of Aviation Medicine Advocates

QUICK QUIZ: Who said:
"...I am the only living person who has been
President of CAMA and also President of the Flying
Physicians Association...."?
(answer on page 19)
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THE CIVIL AVIATION MEDICAL ASSOCIATION
ANNUAL SCIENTIFIC MEETING
October 10- 13,2007
Marriott San Diego
Mission Valley
8757 Rio San Diego Drive
San Diego, California 92018
Phone: 619-692-3800

AGENDA
THEME: AVIATION MEDICINE NEW FRONTIERS
WEDNESDAY, OCTOBER 10
10:00a- 5:15pREGISTRATION
8:30a - 1 l:30a BOARD OF TRUSTEES MEETING

l:15p
2:15p

3:00p
12:00n
12:05p
12:10p
12:15p
12:15 p
12:30p
l:30p
2:30p
2:45p
4:00p
5:00p
6:00p

WEDNESDAY, OCTOBER 10
Welcome: David Bryman, D.O., President
Invocation: DeWayne Caviness, M.D.
Administrative Announcements
James L. Harris, M.Ed.
GENERAL SESSION
Moderator: Ridge Smith
Course Documentation
Ridge Smith
FAA Medical Programs: Policies and Standards
Frederick Tilton, M.D.
AME Program Overview
Richard Jones, M.D.
BREAK
AMCS Video
Otorhinolaryngology
Thomas Akin, M.D.
Medical/Legal Video
ADJOURNMENT

THURSDAY, OCTOBER 11
6:45a - 7:45a BREAKFAST BUFFET
7:00a - 11:45a REGISTRATION
7:45a
GENERAL SESSION
Moderator: Ridge Smith
7:45a
Panel: Would You Fly With This Pilot?
Moderator: Frederick Tilton, M.D.
9:45a
Aviation Psychiatry/Addiction
Warren Silberman, D.O.
10:15a
BREAK
10:30a
Neurology
John D. Hastings, M.D.
11:15a
Cardiology
Earl F. Beard, M.D.
12:00n
LUNCH

3:30p
5:00p

Certification Issues
Warren S. Silberman, D.O.
Ophthalmology
Ingrid Zimmer-Galler, M.D.
Air Traffic Control Evaluation
Stephen Roberts, M.D.
AME Performance Reporting
Richard F. Jones, M.D.
ADJOURNMENT

FRIDAY, OCTOBER 12
6:45a-7:45a BREAKFAST BUFFET
8:00a
GENERAL SESSION
Moderator: Robin Dodge, M.D.
8:00a
Aviation Medical Ethics
David Beyda, M.D.
8:45a
PFO in Pilots
R. David Fish, M.D.
Interventional Cardiology: New Techniques
9:30a
James E. Zins, M.D.
10:15a
BREAK
Elevated Optic Nerves — A High Pressure
10:30a
Situation
Thomas R. Wolf, M.D.
Addiction as a Disease
Kevin McCauley
LUNCH
12:45p
GENERAL SESSION
l:45p
Moderator: Mark C. Eidson, M.D.
HIMS Committee Chair American West
l:45p
Airlines
Scott Heins
Aviation and Aerospace Dentistry
2:15p
Leon Dychter P., D.D.S.
Regional Operations
2:45p
Stephen H. Goodman, M.D.
3:30p
Buses Depart for Tour
Navy Midway Aerospace Museum/Dinner
Buses Depart for Hotel
9:00p
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7:45a
8:00a

8:45a
9:30a
10:15a
10:30a
ll:15a
12:00n
12:45p

SATURDAY, OCTOBER 13
BREAKFAST BUFFET
GENERAL SESSION
Moderator: David P. Millett, M.D.
Diagnostic Approach to the Solitary Pulmonary Nodule with Aeromedical Implications
Clayton T. Cowl, M.D., MS
New Treatment for Pilots with MS
D. E. Gitt, M.D.
The Maintenance of Obstruction During
Mass Casualty
Forrest M. Bird, M.D., Ph.D.
BREAK
Cardiac Disability Assessment, SSA vs FAA
Earl F. Beard, M.D.
Endocrinology - Thyroid
James N. Heins, M.D.
Urology update for the AME
Howard Somers, M.D.
LUNCH
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l:45p
l:45p
2:30p
3:15p
4:00p
4:45p
6:45P
7:30p

GENERAL SESSION
Moderator: Gordon Ritter, D.O.
Cardiac CT and the State-of-the-Art Lipid
Treatment
Andrew Miller, M.D.
Handling an In-Flight Medical Emergency
Joan Sullivan Garrett
Evaluation and Treatment of Diabetes in
Airmen
James N. Heins, M.D.
Clinical Aspects of Strokes in Aviation
John D. Hastings, M.D.
ADJOURNMENT
SOCIAL HOUR
HONOR'S NIGHT DINNER
Speaker: To be announced
Awards

PROGRAM OBJECTIVES
• To understand and apply the changes in aviation medicine to the individual's
private practice
• To assess specific clinical conditions/disciplines with respect to aviation medicine to correctly utilize the Federal Aviation medical standards with the specific
conditions discussed
• To comprehend the FAA medical program initiatives
• To understand and be able to work with the aeromedical certification system
• To comprehend the legal aspects of being an AME
This program is approved for FAA - AME training.

CONTINUING MEDICAL EDUCATION
This activity has been reviewed and is acceptable for
up to
prescribed credit hours by the American
Academy of Family Practice.

BRING THE FAMILY
Tours are planned, so be sure to take
your family members with you. Anyone
interested in aviation medicine and
safety—member or non-member—may
attend. Make your reservations soon!
Call or E-mail Jim Harris:
(405) 840-0199; JimLHarris@aol.com.
*»
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Half a Century in Clinical Aviation Medicine:
One Physician's Viewpoint
PART 1 OF A 2-PART SERIES, BY VICTOR MAXWELL, M.D.

T

HE YEAR 2005 Saw tWO
anniversaries of significance
for me— the 50th anniversary of my first exposure to what we
now call Aviation Medicine and the
25th anniversary of the foundation
of the Association of Aviation Medical Examiners (A.A.M.E.).
In 1955, the United Kingdom
was still struggling to recover from
the 1939-1945 War, and National
Service (the Draft) was still in place. I
was allowed to qualify as a physician
before being enlisted and posted to
a Royal Air Force Hospital attached
to a recruit training camp. Initial
training in the depths of a very cold
winter included being marched up
and down in the snow, learning
how to salute, how to recognise the
insignia of more senior officers (all of
them!) so that I could use that salute
and how to fill in military paperwork
correctly.
In the 1950s, Aviation Medicine
as we now know it did not exist in
the U.K. Most Air Force medicine
was standard medical practice on
basically fit men and women, mostly
young drafted personnel with a few
more serious problems amongst the
older, more senior, career staff. There
were some families of these permanent staff resident on the base, so I
did see some pediatrics, a little maternity care, and the very occasional
adult psychosis.
Responsibility for two medical
wards was the main part of my job
in the hospital, but it also included
routine physical examinations of
pilots and air traffic control officers,
military and civilian— so called
"Regulatory Medicine." This type

of preventative medicine was new
to me—we had not been taught
anything about it in Medical School.
I soon realised the importance of
trying to ensure that the pilot was
not likely to suffer sudden incapacitation, within the limits of
contemporary medical knowledge.
The standards employed were laid
down by the R.A.F. and reflected
perceived wisdom which had evolved
over the previous 40 years. We had
moved on from the days of the Royal
Flying Corps in the 1914 - 18 War
when the only standard required of
a pilot was that he was fit enough to
ride a horse!
By now, we were doing routine
electrocardiographs and chest x-rays
in addition to a full physical but no
blood tests or formal psychological
assessment. One antiquated test still
used was the ValsalvaTest—blowing
against a column of mercury and
sustaining the pressure for a specified time. This was supposed to be a
measure of cardiovascular and respiratory fitness. This was not Aviation
Medicine as we now know it.
A major change took place in the
U.K. in 1954, and by 1960, formal
training of Flight Medical Officers
began in the RAF. This evolved into
the Diploma in Aviation Medicine
Course (Dip.Av.Med.) which introduced in 1968. Until this time,
training was much less formal. My
introduction to R.A.F. medicine
included brief visits to The Institute
of Aviation Medicine, where a great
deal of research was being done.
Over the years, I witnessed experiments in acceleration, deceleration, decompression, heat and cold

exposure, and the effects of exposure
to gravity carried out on the human
centrifuge. I also visited the unit
where Martin-Baker were developing the ejector seat, where Martin,
himself, showed us round. As I was to
run the mass miniature radiography
unit used on all new the recruits, I
spent time attached to The R.A.F.
Central Medical Establishment in
London, to become proficient in this
area. There was no formal training in
"Regulatory Medicine." I had to feel
my way and learn by experience.
Several months into my service,
I had still never flown in a 'plane.
R.A.F. air ambulances were occasionally used to transport sick personnel
from one hospital to another, and I
awaited such an opportunity. Eventually, I was invited to accompany a
psychiatrically disturbed patient who
was being transferred to the specialist
unit in another hospital. I was both
excited and nervous—my first flight.
The transfer by ground ambulance to
the neighbouring civilian airport was
uneventful, as was the loading of the
stretcher-borne patient.
R.A.F. air ambulances at the time
were twin-engined, Air Speed Oxford aircraft, just large enough for
the two crew members, one stretcher,
and one accompanying person. The
unpressurised aircraft flew at a couple
of thousand feet and rattled and
juddered its way across 200 miles of
English countryside which looked
so different from this altitude. A
smooth landing and transfer of the
patient to the waiting hospital staff
was followed quickly by a short
Continued on page 17
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takeoff on our way to the air base in
north London where the ambulance
was stationed.
As we approached the strip, the
pilot turned to me and said— "Sorry
doc! Can't get the wheels down! Will
have to shake them down! Hold on
tight!" With this cryptic comment
he turned back to the controls and
put the aircraft through a series of
maneuvers I'm sure it wasn't designed
for! I knew that I certainly wasn't
designed for them. After about 10
minutes of throwing the aircraft
around the skies, there was a loud
"clunk" from somewhere below me
and the pilot's face lit up into a smile.
"O.K." was all he said and took us
in to land. "Hope the next trip is
smoother," he said as I climbed out,
feeling dreadful. It was a very long
time before I flew again!
I found that the most valuable
part of the whole process of routine
licence examinations was the 15minute chat before the actual examination began. I got to know some of
these men well (they were no women
in these posts at that time) during
the three years I was in this post, as
I saw them every six months. They
began to unwind, off-load problems
and concerns, both at work and
service-related, and even personal.
Many waited until their next routine
examination with me, rather than
see their station medical officer. I
was "involved but not involved" and
this gave me a licence which others
did not have. Rank did not matter—the sergeant pilot would talk as
easily as a much more senior officer.
I found this relationship continued
throughout my "hands-on" life as
an A.M.E.
As my three-year contract drew
to a close, I had to think seriously
about the future. I declined a per-
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manent commission in the Service
as I wanted stability and roots, and
a career in the military meant regular postings with the upheaval that
meant to wife and family.
In 1960,1 set up in Family Practice
in the North of England and made
contact with the U.K.. Licencing Authority, The Civil Aviation Authority
( C.A.A.), equivalent to the EA.A.
On the basis of my experience in the
R.A.E, they authorised me to carry
out examinations on civilian pilots.
This was before the U.K. under Dr.
Geoffrey Bennett, followed the U.S.
example and formally introduced
A.M.Es. to Great Britain. I also volunteered to look after the growing
Air Traffic Control (A.T.C.) unit at
Manchester Airport. This eventually
had over 100 controllers for whom
I became the Occupational Health
physician.
By 1970,1 had become interested
in stress and its effects in A.T.C.
Many of the controllers reported
considerable work-related stress
which they found difficult to express
to their superiors without "loss of
face." This generated two conferences on this topic, which I helped
to organise in Manchester. The late
Douglas Bader, the famous British
"ace," chaired the first. From the
second of these, in 1976, I began
a long collaboration with Dr. John
Crump of U.M.I.S.T., and, together,
we researched this area and published
a number of papers.
As a result of this research, I was
invited to lecture to C.A.M.A, the
International Academy, and to visit
both C.A.M.I. and U.S.A.ES.A.M.
—the latter three times. David
Schroeder at the former and George
Troxler at the latter made me most
welcome and we had a useful exchange of views. This international
experience and exposure was both
interesting and most valuable. It
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eventually resulted in my election
as a Fellow of AsMA, an honour I
very much appreciated and an invitation to assist in the preparation of
the second I.C.A.O. handbook on
medical standards for which I spent a
period working at their headquarters
in Montreal.
The conclusion of this article will
be published in the next Flight
Physician.

FP

DR. BERRY from page 12
Airlines, Continental Airlines, Expressjet Airlines, and others.
Dr. Berry earned a medical degree from the University of Texas
Southwestern Medical School. He
completed the primary course in
Aerospace Medicine at the School of
Aerospace Medicine, Brooks AFB,
San Antonio, Texas, and then earned
an M.S. in preventive medicine
from The Ohio State University. He
completed his residency in aerospace
medicine in 1978.
He has been an active member
and held leadership positions in
many professional organizations,
including the AMA, CAMA, AsMA,
and the International Academy of
Aviation and Space Medicine. Dr.
Berry has received numerous awards
from these organizations for his
contributions.
Remarking on Dr. Berry's selection, Federal Air Surgeon Fred
Tilton, M.D., said, "We are very
fortunate to be able to attract a
physician of Mike Berry's stature
.... His management experience and
exceptional knowledge of aerospace
medicine will be very valuable assets to the FAA and the Office of
Aerospace Medicine management
team."
FP
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yj LL WAS IN ORDER and, engines
Z^M roaring, takeoff was smooth
JL J-and clean on my IFR solo
flight just before sundown. I had just
finished a visit with my wife and her
family in New Braunfels, Texas, and
was returning to my home field in
Mineral Wells, Texas, on a peaceful
but overcast late afternoon.
It had been only a few weeks
since my surgery and it was good to
be back in the cockpit again. I had
the P-Baron in a cruising climb and
smoothly went through the 2,000
feet of overcast layer, and only then
was I able to view the tranquility
and beauty of the setting sun. I also
thought how lucky pilots are to view
such wonders. Climbing from 11,000
to 14,000 feet, engines purring and
with a peaceful mindset, there was
a sudden engine sputtering and a
substantial yaw to the right.
My first reaction was to glance
at all the engine instruments. They
were in the normal ranges, but there
was a significant drop in manifold
pressure on the right engine. I then
instinctively reduced power to level
off and reduce the yaw. I turned on
all fuel pumps and checked fuel flow
and tank selections. This did not
change the situation. I then tried to
carefully lean the right engine. Nothing seemed to produce more power
or smooth out the now very roughrunning right engine. Looking out
the right window, I saw no smoke, no
flames, no obvious oil leakage.
Finding no immediate cure for the
situation, I had to tell myself, "This
must be the real thing happening."
Now out of mental suggestions to
correct my significant power loss, I
told San Antonio Approach (already
on frequency and in communique)
about my problem and declared an
emergency. The response was, "What
are your intentions?" I thought,
"What are my intentions?"
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'Climbing, engines
purring, and
with a peaceful
mindset, there
was a sudden
sputtering and a
substantial yaw to
the right...'
BY MARK C. EIDSON, M.D.

I was beginning to become a little
anxious now as I replied, "I would
like to divert to San Antonio International," which was within 20 miles.
Approach responded by giving me a
heading and instructions to remain
on this frequency. I scrambled to get
out the approach plates and appropriate charts, all while hand-flying
the plane. I also entered SAT on my
panel mounted GPS for reference and
orientation (we are spoiled).
To their credit, Approach was
very helpful by giving me simple
altitude and heading instructions
and by not complicating matters by
giving frequency changes or by making extraneous instructions. I'm also
sure they cleared out other possible
conflicting traffic and then gave me
headings, ultimately for a straight-in
runway approach. Even with this,
one becomes "stupid" with a little
anxiety.
Approach: Baron Papa Tango, turn
right to a heading of 357 degrees.
Stupid: Roger, that is a left turn to
a heading of 177 degrees (the airport
direction).
Approach: No, that is a right turn
to a heading of 357 degrees.
Stupid: Affirmative, right turn to
357 degrees.
Approach: We need to allow you a
little distance for your descent.
Stupid: I understand.

I had already made the decision
to keep the engine running, as long
as it has some power and there is no
indication of fire. I also thought, use
the autopilot, why not?
I was talking to myself out loud
then, which helped.
After a descent through the overcast, which was well above the need
for an instrument approach, I made
a smooth landing on runway 12
L. Two fire trucks and three other
emergency vehicles were on hand.
With lights flashing they followed
me as I taxied.
Ground: Hold short of Runway
12 R.
Baron PT: Roger, hold short of
Runway 12 R.
Ground: Cross Runway 12 R
without hesitation, an MD-11 is on
a 3-mile final.
Baron PT: Roger, be aware that I
may have difficulty doing so with a
sick right engine.
The right engine was spitting,
sputtering, and backfiring, but with
some effort I was able to taxi, in a lessthan-straight fashion, across 12 R and
to parking. There was this problem of
asymmetric thrust.
Feeling relieved, as the emergency
crews were returning to their airport
homes, I was greeted by an FAA
Continued on page 19
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EVENTFUL from page 18

Tips on Choosing an Aviation Medical Examiner

agent, who asked if everything was
all right, asked for my name, and
that was it.
My first call was to my mechanic.
"I lost my right engine on climb-out."
He responded by asking, "Where
did you find it?" (He's all heart.)
The story of securing the plane,
getting home, borrowing a car, 5-hour
drives, early-morning patient appointments, and finding a local mechanic is
a discussion for another day.
Fearing a new engine might be
in order, I prepared my office staff
that we may be working on Saturdays and Sundays. However, the
local mechanic found an induction
hose connected to the turbocharger
had "popped off." This hose, which
"Continental manufacturers made
too short" was replaced.
The repair bill was only $ 150.00,
and the plane was back in business, thus sparing week-end work
sessions.
The lessons I learned:
1. Always file a flight plan. I was
already talking to approach, and
no time was wasted looking up
frequencies; other distractions
were avoided because air traffic
control already had most of the
information they needed to handle
the situation.
2. Go ahead and declare an emergency. This is no time to be macho
and feel like you are bothering
people.
3. Anxiety can make you "stupid," so
talk to yourself and fly the plane.
As a footnote, it was nice to have
that second engine, as my "little
anxiety" might have become a major
psychotic breakdown, if I had been
flying a single-engine aircraft.
Happy Landings!
FP

How to Find the Right Person for the Job
BY DAVID SMITH

I

F YOU WANT your annual medical

If the AME is one who only does a

examination to be as painless as

few exams per year, chances are they

possible, you should take care in
choosing an Aviation Medical Examiner who is right for you.
Interviewed in 2003 by General

have a very busy practice and don't
have the time to call the FAA if there
are any issues. However, if you see an
AME who performs a good number

Aviation News, Dr. Warren Silberman

of exams each year, then they are more

[manager of the Aerospace Medical
Certification Division in Oklahoma

than likely familiar with the FAA

City] stated that: "About 85% of
AMEs conduct only 15 medical
exams a year. If these doctors are in

administrative process and working
within the system.
Once you select an AME, try to
establish a long-term relationship. If

doubt, they often defer your medical

your AME knows your medical his-

to Oklahoma City."

tory and knows how to work within

What should you do to choose the
AME that is right for you?
Talk to other pilots. Talk to and in-

the FAA administrative process, this
can be beneficial to you as a pilot.
You are often able to schedule an ap-

terview the AMEs who you consider
candidates. Remember, this is your

pointment on short notice. Previously
reported medical problems are not

career, not theirs.
Are a lot of pilots seeing the same
AME? Who is highly recommended
in your area?

of concern, as your AME is familiar
with the issues. Your AME will have
a copy of any and all correspondence
with the FAA regarding your medical

The doctor you are looking for

certificate. Additionally, an AME who

should be familiar not only with

knows you well may take the time
to answer any questions or concerns
that you have regarding your medical
certificate over the phone.

their own area of expertise but aviation medicine as well. They should
be willing to not only work with you
on your medical but with your treat-

If you have a medical condition,

ing physicians and the FAA at the

consider seeing an AME familiar with

regional level, in Oklahoma City, and

your situation and who has worked
with the FAA on this type of condition previously.

Washington, D.C. An AME should
be able to call either the regional office or OKC to discuss your situation,
if there is anything out of the ordinary
and he has questions.

Quiz Answer (from page 13): Dr. M. Young Stokes,

FP

On The Horizon
Aerospace Medical Association
Annual Meeting Schedule
May 11-16, 2008

Boston, Massachuesetts

Civil Aviation Medical Association
Annual Meeting Schedule
October 10-14, 2007.

October/-11, 2008

October 14-17, 2009.

. San Diego, California
The San Diego Marriott
Mission Valley
Oklahoma City, Oklahoma
Crowne Plaza Hotel
2947 N.W. Expressway
.Rochester, Minnesota Mayo
Clinic

FAA Aviation Medical Examiner
Seminar Schedule
2007
Oklahoma City, Okla.
Neuro/Neuro-Psychol/Phy
Washington, D.C.
August 17-19
Opth/Otolaryn/Endcrin
Oklahoma City, Okla.
August 27 -31
Basic
September 14-16 Savannah, Ga.
Cardio
December 10-14
Oklahoma City, Okla.
Basic
For information, call your regional flight surgeon. To sign
up for a seminar, call the FAA Civil Aerospace Medical
Institute's AME Programs Office:
(405) 954-4830.

July 13 -15

Color Vision Requirements and Tests
(Clarification from page 3)
Color vision requirements and the acceptable tests are stated in great detail
in the "Guide for Aviation Medical Examiners." Informal tests, such as the
colored yarn and the colored wire tests are not acceptable. If an airman is unable
to pass one of the acceptable tests, the regional office should be contacted and
a signal light test may be arranged. If the airman passes the signal light test,
then he is considered to have met standards and, therefore, he is not required
to obtain a Statement of Demonstrated Ability (SODA). The regional office
will then issue the airman a Letter of Evidence which the airman should show
to his AME at the time of each physical examination.

Members' Classified Ads
Practice Available. High-volume, -quality, and fun
aviation medicine practice/ partnership opportunity
in Anchorage, Alaska. Please contact Dr. Petra Illig at
(907) 245-4359 or petra.illig@gmail.com, and check
her Web site: www.AirSpaceDoc.com.
EKG Machine Wanted. Member needs an Federal
Aviation Administration-compliant EKG machine. For
information, contact Jim Harris at (405) 840-0199.
Practice Available. Marvin R. Shapiro, M.D., ofTustin,
California (714) 838-1351, is planning to retire and is
looking for someone interested in taking over his practice,
which consists mainly of 120 FAA exams per month.

Please Visit Our CAMA Web Site
www.civilavmed.com
Members only area
CAMA meeting Power Point lectures
Meeting photographs
-F/fg'/tfPhysician publications
International Aviation Medicine interests

